Purpose. To review the infection rate in 43 patients who underwent percutaneous Kirschner wire fixation for distal radius fractures. Methods. Records of 13 men and 30 women aged 25 to 86 (mean, 49) years who underwent closed reduction and percutaneous Kirschner wire fixation for unstable distal radius fractures were reviewed. Each fracture was fixed with 2 to 3 wires of 1.6-mm diameter. Kirschner wires were left protruding through the skin for easy removal, with their ends bent outside the skin to prevent migration. Wounds were cleaned and dressed with gauze and a plasterof-Paris cast was applied. The severity of the pin tract infection was graded according to the modified Oppenheim classification. Results. Nine (21%) of the patients developed pin tract infection (3 grade 1, 3 grade 2, 2 grade 3, and one grade 4). Three patients underwent early removal of
INTRODUCTION
Extra-articular fractures are more common than intraarticular fractures of the distal radius. 1 The techniques of closed reduction and percutaneous Kirschner wire fixation vary, with Kirschner wires either passing through both the distal and proximal fragments, 2 or being fixed intrafocally into the fracture itself.
3 It is a common practice to leave Kirschner wires protruding through the skin for easy removal. We reviewed the infection rate in 43 patients who underwent percutaneous Kirschner wire fixation for distal radius fractures.
MATERIALS AND METHODS
Records of 13 men and 30 women aged 25 to 86 (mean, 49) years who underwent closed reduction and percutaneous Kirschner wire fixation between October 2004 and June 2005 for unstable distal radius fractures were reviewed. Each fracture was fixed with 2 to 3 wires of 1.6-mm diameter. Each wire was inserted from a stab wound made by a number-15-blade knife. The Kapandji technique of intrafocal Kirschner wire fixation was used in 12 patients, whereas fixation via a radial styloid Kirschner wire and a dorsal ulnar Kirschner wire to the Lister's tubercle across the fracture site (with or without an additional Kirschner wire) was used in the remaining 31 patients. Kirschner wires were left protruding through the skin for easy removal, with their ends bent outside the skin to prevent migration. Wounds were cleaned and dressed with gauze and a plasterof-Paris cast was applied. Patients were followed up at weeks 1, 2, 4 and 6. The pin sites were examined at weeks 2 and 6, or earlier if necessary.
The severity of the pin tract infection was graded according to the modified Oppenheim classification. 
RESULTS
Of the 43 patients, 9 (21%) developed pin tract infection (3 grade 1, 3 grade 2, 2 grade 3, and one grade 4). Three patients underwent early removal of the Kirschner wires at week 3.
DISCUSSION
Infections after percutaneous Kirschner wire fixation range from a minor erythematosus reaction to osteomyelitis, septic arthritis, and septicaemia. 4 Reported infection rates vary from 7% 5 (in a cohort of 137 patients, 2 of whom developed osteomyelitis) to 35%
6 (in patients with percutaneous fixation). In our study, the infection rate was 21%, similar to the 20% quoted for hybrid external fixators. 7 The pin sites of the external fixators can be cleaned and dressed regularly, but pin sites in our percutaneous Kirschner wire fixation were covered by a cast. The longer the Kirschner wires are left protruded, the greater the risk of pin tract infection. 3, 6 The infection rate after percutaneous Kirschner wire fixation is unacceptable. The Kirschner wires should be buried under the skin to decrease the infection rate. 6 
